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EMERGENCY RESPONSE SERVICES IN PESHAWAR 


Dr. Sofia Shehzad 


The recent terror attacks on Army Public School and Imam Bargah in Hayatabad, Peshawar 
once again highlighted the continuing fragile law and order situation that the country is facing in 
general and the province of KPK in particular. The civilian emergency response mounted to these 
events and those of a similar nature in the past can at best be described as grossly insufficient and 
well below the desired standards. 


Having been at the heart of ‘war on terror”, and faced with numerous bomb blasts and other 
forms of militant activities over successive years in the recent past, one would expect a mature and 
systematic approach inculcated in the country’s response to emergency. Sadly this has not been the 
case and the same chaos and indifference by the concerned authorities is seen at the site of 
occurrence, during transportation and in the hospitals as was the case before these events were a 
regular feature. To add to the spectrum of these woes is the lack of any coordinated efforts to 
rehabilitate the victims either psychologically, physically or financially. 


As | searched for an effective system globally adopted for disaster management of various 
scales, | came across the existence of various national and international organizations tasked to 
ensure preparedness and swift response in event of any such eventualities. International 
organizations such as_ Red Cross, The International Emergency Management Society (TIEMS), 
The International Recovery Platform (IRP) and United nations organization help reduce vulnerability 
and assist cope with natural disasters such as floods and earthquakes, industrial sabotage and other 
incidences of significant humanitarian crisis. While some of these organizations may help creating 
awareness and offer technical guidance in managing manmade disasters, they have a very limited 
role in practically addressing incidents related to localize events of terrorism. This responsibility is 
borne by respective governments in light of the prevailing law and order situation and resource 
availability. Different countries then have other umbrella organizations overlooking management of 
emergency situations arising from terror related disasters in addition to natural calamities eg the Civil 
Contingencies secretariat in UK, the Federal emergency management authority in US and the 
National disaster response force in India. 


In Pakistan unfortunately there is no concept of an organized response to events resulting in 
multiple or mass casualties, be it a result of any major accident or an act of terrorism. Organizations 
such as APDMA and PDMA have limited roles dealing mainly with natural disasters. Need of the 
hour is for an organization or team to cater for manmade disasters given the recent frequency of 
these events. In the absence of any responsible organization taking the lead and developing 
protocols as well as providing guidelines, the workforce available for pre hospital and hospital-based 
critical care varies enormously. 


Every major city of the country and specially Peshawar should have a disaster control 


management plan involving security agencies, paramedic and ambulance services and all major 
hospitals who should develop an effective strategy to facilitate management of injured patients. 
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An effective approach would depend on the ability of the concerned team to anticipate, 
assess, prevent, prepare, respond and recover from an incident. Security agencies must cordon off 
the site of incident allowing only emergency vehicles and personnel to approach the site once 
secured. The hospital nominated to receive the brunt of casualties should be informed well in time 
for emergency preparedness. If possible all unnecessary traffic flow in the vicinity of the hospital 
should be diverted according to a predetermined plan. 


The Accident and Emergency departments should have a viable communication system of 
summoning their trauma team and any additional staff needed according to the nature and 
magnitude of the calamity on a very short notice. Within the hospital all visitors and well wishers as 
well as media personnel and politicians should be restricted to nominated zones with facilities of a 
public address system and an information centre updating the list of injured and dead at regular 
intervals. A spacious TRIAGE hall with designated triage officers (doctors or nurses) should be at 
hand to sort out the patients and prioritize their treatment according to the nature of their injuries and 
resources available. The major hospitals must build up their capacity in terms of skilled manpower 
and equipment/medicine and be ready for any major incident in its catchment area besides being 
able to receive a spill over in case of any major disaster in adjoining vicinities. Doctors and other 
support staff in ER should be familiar with the basic principles of Emergency life saving measures. 
It should be mandatory for the aforementioned to have attended trauma management courses such 
as Advanced Trauma Life Support, Primary Trauma Care or Emergency Room Trauma Care. There 
is considerable evidence to show that properly trained staff can make a marked difference when it 
comes to saving precious lives. There should also be appropriate arrangement for dealing with 
bodies of dead victims and counseling their near and dear ones. 


No doubt, considerable effort and commitment is needed if the above goals have to be 
achieved. To ensure a well organized and coherent response to any major incident there has to be 
a lead body running the show. All those involved in emergency management from the scene of the 
incident to the hospital receiving and managing the injured patients should be part of a team and 
should be allowed to interact on a regular basis through seminars and conferences framing and 
developing their own standard operating procedures and guidelines. Effective emergency 
management has been and will always be the crunch requirement of any civilized society and it is 
imperative that the government should take practical steps in addressing this issue in the best 
interest of the public. 
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RISK FACTORS ASSOCIATED WITH ISCHEMIC HEART DISEASES IN DIFFERENT 
AGE GROUPS PATIENTS OF TERTIARY CARE HOSPITALS OF PESHAWAR 


Riaz Gul’, Sumaira Naz! 
1. Kabir Institute of Public Health, Peshawar. 


ABSTRACT 


Objectives: 
To determine different risk factors associated with ischemic heart diseases in different age group patients of 
tertiary care hospitals of Peshawar. 


Methodology: 

A cross sectional study conducted on 350 patients of different age groups presented with ischemic heart 
diseases in tertiary care hospitals of Peshawar. Study was conducted for duration of 3 months from 
December 2013 to February 2014. Non probability convenient sampling technique was used. Sample size 
was calculated using standard sample size calculator. Semi structured questionnaire was used as data 
collection tool. Patient’s record and investigations were used as adding tools. Standard definition was made 
for ischemic heart disease. Different modifiable and non-modifiable factors were assessed and were 
analyzed using SPSS version 16. 


Results: 

This study contains 350 patients in which female patients were 133(38%) and male were 217(62%).The mean 
age was 57.23411.36 years. The age of the patients ranges from 22 to 80 years. The frequencies of risk 
factors were stress (73.1%) followed by hypertension (65.7%), sedentary life style (59.4%), family history 
(57.1%), smoking (50.6%), over weight and obese (39.1%), below normal HDL (30.3%), high LDL (29.1%), 
hypertriglyceridemia (28%), hypercholesterolemia (23.7%). 64.3% patients were presenting with acute IHD 
and 35.7% were with chronic IHD. Stress, HTN, DM and sedentary life style were found to be significantly 
associated with male gender (p- value <0.05). Age was divided into two groups, <45 years and >45 years. 
Stress, HTN, DM and hypercholesterolemia had a significant association with >45 years of age group. (P- 
value <0.05). 


Conclusion: 
Type your tess, HTN, DM, sedentary life styles were the major risk factors. And they were found to be more in male 
gender and in equal to more than 45 years of age group. 


Key words: 
Ischemic Heart disease, Hypertension, Diabetes Mellitus, Low density lipoprotein. 


INTRODUCTION 

Ischemic heart disease (IHD) is among the top ten causes of mortality in Pakistan '. Ischemic heart 
disease (IHD) also known as coronary heart 
disease (CHD) is the commonest cause of 














Correspondence: cardiovascular disability and death. Myocardial 

eine Cie ischemia developed when there is imbalance 

Contact: 0345-9386866, between supply of oxygen and myocardial 

Email: info@gandhra.edu.pk demand due to atherosclerotic coronary arterial 
https://doi.org/10.37762/igmds.1-2.64 obstruction.? Atherosclerosis is a progressive 


inflammatory disorder of arterial wall that is characterized by focal lipid rich deposits of atheroma 
that remain clinically silent until they become large enough to impair tissue perfusion, or until 
ulceration and disruption of lesion result in thrombotic occlusion or the distal embolization of 
vessels. 
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The clinical manifestation of atherosclerosis depends upon the site of lesion and the vulnerability 
of organ supplied. Atherosclerosis can affect any artery in the body. When it occurs in the heart, it 
may cause stable Angina, UN-stable Angina, Myocardial Infarction, Heart Failure, Arrhythmia and 
Sudden Death. 2 


Worldwide 57 million deaths occurred in 2008, out of these 36 million deaths (63%) were due to 
non-communicable diseases (NCDs) and 17.3 million deaths (30%) were due to cardiovascular 
(CVDs). 80% of these deaths occurred in low and middle income countries. Of the 17.3 million 
CVDs deaths 7.3 million deaths were due to ischemic heart diseases. Global CVDs mortality rates 
due to IHD in male and female is 46% and 38% respectively®. Cardiovascular diseases have 
become a major public problem in South Asia (India, Pakistan, Bangladesh, and Nepal *. These 
countries comprise of 25% of global population and contributes nearly 60% of global CVDs 
burden.*The greatest concern of Pakistan is that cardiovascular diseases (CVDs) emerges at an 
earlier age than that in the west and due to this mortality ratios as compared to other ethnic groups 
is highest in the younger South Asians®”®. In Pakistan 16.1% of the overall population with IHD are 
less than 45 years of age and 19% of the patients diagnosed with IHD were less than 40 years. In 
another study researchers found that mean age of IHD patients in their study to be 52.5+10.8 years, 
however only 22.5% reported being 60 years or older. Also evidence from a population-based cross 
sectional survey carried out in Pakistan has identified equal prevalence of IHD across gender within 
the local population. The overall prevalence of CADs was 26.9% in men and 30.0% in women. In 
the epidemiology of IHD the concept of risk factor is most important. Risk factors are related to 
premature atherosclerosis and increased IHD events. Hypercholesterolemia, hypertension, 
diabetes mellitus and smoking are consider as major risk factors because of their strong and 
consistent correlation with IHD. The prevalence of CVDs risk factors is significantly high in 
Pakistani adults, where 29% of men are smokers, 18% suffer from hypertension and 13% have 
elevated cholesterol levels and also over 10% of people in the age group 25 years and above have 
type 2 diabetes'’®. The adoption of modern life style appears to be the major determinant of coronary 
artery disease (CADs) morbidity and mortality in Pakistan.'’ Since 1950, the incidence of coronary 
heart disease is rising among women while it is declining among men. The life time risk for 
developing CADs at the age of forty is 2 in 3 for men and 1 in 3 for women, and also it is same at 
the age of seventy 1 in 3 in men and 1 in 4 of women. Because of protective effect of estrogen and 
variable impact of other risk factors formation of CAD in females differ remarkably from men." 


A study done in Pakistan in 2009, regarding Burden of ischemic heart disease and their risk 
factors showed that Pakistan have high burden of ischemic heart disease (5.09375 million people 
with IHD) and identified risk factors were smoking, high cholesterol level, hypertension, obesity and 
type 2 diabetes.'* In 2008 another study was conducted in Pakistan to determine prevalence and 
awareness of CVD in urban community of Karachi, result showed that prevalence of CVD in urban 
community of Karachi was 6.2% , which was 3.7% in 1970.similarly hypertension rate also 
increased from 10% to 26.7%.this increased prevalence of CVD in developing countries has been 
established due to changing in life style, such as Sedentary life style, changes in dietary patterns 
and also due to stress’*. In 2005 another study was conducted in Peshawar to determine 
prevalence of coronary artery disease in rural areas, result showed that most prevalent risk factors 
of CADs were physical inactivity, obesity, hypertension and diabetes mellitus and CAD was more 
prevalent in the females than males'*. The purpose of this study is to determent frequency of 
different risk factors leading to IHD in both gender of different age group among patients admitted 
in tertiary care hospitals. This study will not only help us to rectify the key factors responsible for 
ischemic heart disease but will also help us to recommend preventing measures for different age 
group and gender. 
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METHODOLOGY 

It was a cross sectional study conducted on 350 patients of different age groups presented 
with ischemic heart diseases in tertiary care hospitals of Peshawar. Study was conducted for 
duration of 3 months from December 2013 to February 2014. Non probability convenient sampling 
technique was used. Patients of different age groups of both genders were included in study. Those 
patients who were critically ill admitted in ICU and CCU and those who were without documented 
proof were excluded from the study. A written and verbal consent was taken from the patient after 
explaining purpose of the study. Sample size was calculated using standard sample size calculator. 
Semi structured questionnaire was used as data collection tool. Patient’s record and investigations 
were used as adding tools. Standard definition was made for ischemic heart disease. Results of the 
study were presented in form of graphs and tables. Different modifiable and non-modifiable factors 
were assessed and were analyzed using SPSS version 16. 


RESULTS 

Out of 350 patients 225(64.3%) were patients of acute IHD and 125 (35.7%) were the 
patients of chronic IHD.(Table- 01). Out of 350 patients of IHD included in study , 133(38%) were 
females and 217(62%) were males. Among those 54(15.4%) were below 45 years of age and 
296(84.6%) were equal to and above 45 years of age.150(42.9%) paients had no family history of 
IHD and 200(57.1%) had positive family history of IHD. 120(34.3%) patients had negative history 
of HTN and 230(65.7%) patients had positive history of HTN. Out of 350 patients 244(69.7%) were 
found to diabietic and 106(30.3%) were non-diabetic. 208(59.4%) patients had sedentary life style 
and 142(40.6%) had active life style. Among all the patients 173(49.4%) were non-smoker and 
177(50.6%) were smokers. 94(26.9%) patients had no stress and 256(73.9%) had some degree of 
stress. 267(76.3%) patients were found to be with normal cholesterol level and 83(23.7%) were 
with high cholesterol. 252(72%) patients had normal triglycerides level and 98(28%) had high level 
of triglycerides. Out of 350 patients 248(70.9%) had normal LDL level and 102(29.1%) had high 
level of LDL. 106(30.3%) patients had below normal HDL level and 244(68.6%) had normal HDL 
level. 213(60.9%) patients had normal BMI and 137(39.9%) had above normal BMI. 
Comparision of gender with frequency of risk factor did not show any significant difference with 
family history of IHD,cholesterol level, triglycerides level, BMI (p-value >0.05). while HTN ,DM , life 
style , stress and HDL showed highly significantly differences with gender(p-value <0.05).(Table- 
02) In the comparision of frequencies of risk factors with different age groups which were less than 
45 years of age and more than 45 years of age showed that gender, family history of IHD, lifestyle, 
trigylcerides level, LDL level, HDL level, BMI and smoking were not significantly associated with 
different age groups p-value >0.05.(Table-03) while HTN, DM , stress and cholesterol were found 
to be significantly associated with different age groups p-value <0.05.(Table-03). 

Table- 01. To assess the frequency of acute anf chronic IHD patients. 


Ischemic Heart disease 


Cumulative 
Frequency | Percent | Valid Percent Percent 





Valid Acute Ischemic 
Heart Disease 225 64.3 64.3 64.3 
Chronic Ischemic 425 95.7 — er 
heart disease 
Total 350 100.0 100.0 


Table-02.To compare frequencies of risk factors among both gender 








Risk factors Gender of Patients Total Chi Square 
Value 


Female Male 


P Value Significance 


























March 2015- September 2015 5 





RISK FACTORS ASSOCIATED WITH ISCHEMIC HEART DISEASES IN DIFFERENT AGE GROUPS PATIENTS OF TERTIARY CARE HOSPITALS OF PESHAWAR 


JGMDS 






























































Family History No 54 96 150 a 
of IHDs Ves 79 124 200 4464 .504 Insignificant 
Having HTN Be = a _ 14.8324 000 Significant 
aving Yes 104 126 730 : : ignifican 
: No 73 171 244 wo ge 
Having DM Yes 60 46 106 22.3362 .000 Significant 
Life Style Sedentary 110 98 208 
according to : 48.2118 .000 Significant 
activity level Active 23 119 142 
Stress No 17 77 94 eer 
Assessment Yes 116 140 256 oat 00 Slgnineen 
Cholesterol Normal 104 163 267 oe 
aval High 29 5A 83 4324 511 Insignificant 
Triglyceride Normal 101 151 252 eae 
Level High 39 66 98 1.652° .199 Insignificant 
Low Density Normal 97 151 248 
Lipoprotein : 4478 .504 Insignificant 
Lavel High 36 66 102 
Bel 
High Density nepenaes 7 79 106 
Lipoprotein 10.1304 .001 Significant 
Level Normal 106 138 244 





























Table- 03. To compare the frequencies of risk factors between different Age groups. 





































































































Age of 
Count ee Total Na ra P Value | Significance 
<45 | >=45 
Gender Of Patients po ee 1.1524 .283 Insignificant 
Family History of IHDs a 2 a so 1.5352 215 Insignificant 
Having HTN a 2 = ie 4.0888 043 Significant 
Having DM a “ o a 4.188? .041 Significant 
sus joie i Secenvaty . _ “ 3.3702 066 Insignificant 
Stress Assessment oe oe fe a 12.283 .000 Significant 
Cholesterol Level TEE 2 ae ar 4.6444 031 Significant 
Triglyceride Level THE 8 a“ 2 9018 343 | Insignificant 
ee Eipeprotein ‘igh 23 - “ 1.1298 288 Insignificant 
yeas Lipoprotein Below Normal 11 95 106 2.9738 085 Insignificant 
Normal 43 201 244 
Smoking = a a 3 0.251 117 Insignificant 
DISCUSSION 
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The purpose of this study was to determine and analyze the frequencies of risk factors for 
acute and chronic IHD in different age groups patients of both gender in Peshawar, which is one 
of the most common cause of death in human beings. This is acknowledged that in the etiology of 
Coronary Heart Disease some factors are modifiable risk while others are non-modifiable. Among 
the non-modifiable risk factors are the age, gender and and the genetics. Among modifiable risk 
factors which can be modified by life style changes such as smoking, obesity, physical inactivity , 
anxiety and depression. Some modifiable risk factors can be modified by pharmacotherapy and 
these are hypertension, diabetes mellitus and lipid disorders. We found in our study that there is a 
predisposition of male gender among patients of IHD (Male 62% & female 38%).same proportion 
of gender was found in study conducted by M.nadeem etal in 2013 at Wah cantt POF hospital. ®our 
study shows that 15% of IHD pateints are in the <45 years of age group and 86% patients are in 
the >= 45 years of age group. In 2013 study done by S.hussain etal in southern punjab showed 5% 
of patients of CHD were <40 years of age and 95% of patients of CHD were >= 40 years of age 
these results are different from our study because variation in our dietary habbits, sedentary life 
style and stress level. In our study results 57% pateints have the family history of IHD.While M 
nadeem,s study showed that 46% patients have the family history which is less than our study. 
Hypertension is an independent risk factor for CVDs and it increases the risk 2 to 3 folds.HTN is 
also called silent killer. And this silent killer is found to be major independable risk factor for IHD. In 
our study 66% patients are hypertensive.In S hussain, s study in 2013,hypertension was present 
in 74.55% cases.'’Diabetes mellitus affects 180 millions peoples world wide and this will be double 
in 2020.of those with diabetes 90% have the tpye 2 diabetes and 80% of these lives in low and 
middle income countries. Diabetes is one among the major CVS risk factors. 30.3% Diabetics are 
found in our study. In S hussain,s study diabetic were 36.8% which is higher than our study.'” 


Our study results shows 62% patients with sedentary life style.Physical inactivity has been 
identified as the fourth major modifiable risk factor of CHD. It carries an increased risk of 1.2 to 
2.89 times for Hypertension and Stroke, 1.05 to 2.63 for CHD, and 1.08 to 2.63 for Diabetes.”°In 
2004 study done by S dodani etal in karachi at aga khan university hospital found that 72% of 
ambulatory pakistani had sedentary life style'®. Smoking is an important and modifiable risk factor 
known for CAD. Our results shows that the smoking was the dominant risk factor (51%). We never 
found female smoker. Several other studies have shown smoking as the most important risk factor 
among the younger patients with CHD.**In M nadeem et al study smoking was found to be in the 
46% of male'’. Increased total cholesterol (23.7%), triglycerides(28%), low density 
lipoproteins(29%) and below normal High density lipoprotein(30.%) has been noted in our study. 
the same results was shown by the other studies'®. Sedentary life style and physical inactivity are 
indications to obesity. In this study about 61% patients had normal BMI while 39% were overweight 
and obese. The values are higher in comparison to other local studies by Hussain et al. and Abbas 
et al. showing BMI >25kg/m? as 44% and 64% respectively..11:2° 


Stress has gained recognition as a risk factor,approximately doubling the risk of MI and stroke. In 
2004 INTERHEART study conducted in canada by A rosengren etal found that psychosocial stress 
was very similar to other major risk factors.2" Although mostly subjective and difficult to measure, 
stress was also evaluated in our risk assessment study and found in 73% of patints. In 2014 study 
done by M shaoib etal in karachi found that 60% patients had high level of stress??.In our study 
64.3% patients are presenting with acute IHD, having first onset of severe chest pain, ECG shows 
ischaemic changings.while chronic IHD founds in 35.7% of patients.we does not find any study 
which indicates difference in frequencies of acute and chronic IHD. In the comparision of gender 
with risk factors (Table#02) HTN, diabetes, stress, life style and Hihg density lipoprotein shows the 
significant difference(p-value <0.05) and these risk factors are more common in male.whlie other 
risk factors does not show any significance differences (p-value >0.05). S hussain,s study showed 
the same significant differences p-value>0.05 with HTN and stress but they were more common in 
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female.**this difference in gender is because in our study we have more male (62%) patients as 
compare to female (38%) patients??. When frequencies of various risk factors were compared 
between two age groups (Table# 03), significant differences (p <0.05) were found for diabetes, 
hypertensiona, stress and cholesterol. These risk factors are more common in >45 years of age 
group.Whlie rest of variables showed no significant differencies (p-value >0.05). A study done by S 
hussain etal in 2014 showed significant association of HTN and diabetese and stress in >40 years 
of age group.”° 


CONCLUSIONS 

Frequency of acute IHD cases is more than chronic IHD cases and that stress, hypertension, 
life style, diabetes mellitus and dyslipidemia are the common risk factors leading to ischemic heart 
diseases in both genders of age 45 and above. 


RECOMMENDATIONS 
On the basis of results of this study following recommendations are made 


1. Emphasis should be made to create more awareness regarding the important of risk factors 
through all means so that health seeking behaviour of more conscious peoples making good 
health choices for themselves and for their families may be adopted. Regular health 
screening should be done for high blood pressure, diabetes and high cholesterol. 

2. Health care professionals should encourage the peoples to do regular exercise of moderate- 
intensity in most days of week. 

3. Smoking should strongly be discouraged through compaighn in mass media. 

4. Local support group programmes should be encouraged to reduces psyhological stress 
which plays a significant role as a risk factor for IHD. 
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EVALUATION OF SEALING ABILITY OF AH PLUS AND tg ROOT CANAL SEALERS 
IN THE PRESENCE AND ABSENCE OF SMEAR LAYER 


Tahir Ali Khan’, Nighat Shafique’, Mumtaz-UlI-Islam', Raham Zaman‘ 
1. Sardar Begum Dental College 


ABSTRACT 


Background: 
Smear layer is considered to be the main contributing factor in better sealing and adhesion of a sealer. 


Objective: 
The aim of this study is to determine the sealing ability of two root canal sealers (AH Plus and tg). In the 
presence and absence of smear layer 


Methodology: 

Extracted teeth from patients visiting Sardar Begum Dental College 60 in numbers were used in this study. 
Specimens were divided in to two main groups (group1 and group 2) both groups were instrumented using a 
step back technique. Irrigation was done during instrumentation with one ml of 5.25% NaOCl solution. In 
group2 a final flush with 10 ml of 17% EDTA solution followed by 10ml of 5.25% NaOCl was used for smear 
layer removal. Each group then further divided in to two sub groups (n=15). After obturation specimens were 
kept in separate containers with wet gauze to maintain 100% humidity. The specimens were coated with nail 
polish except for apical 2mm. Specimens were then suspended vertically in two % methylene blue dye for 7 
days. Longitudinal sectioning was done to determine the extent of dye penetration using a stereo microscope 
at X30 magnification. Student t test was used for statistical analysis (ps 0.05). 


Results: 

The results showed that in the presence of smear layer, mean apical dye leakage of AH Plus was2.89 mm 
and tg was 4.02 mm. While in the absence of smear layer the mean dye leakage of AH Plus was 2.23 mm 
and tg was 3.28 mm. Student t test was more than p value indicating non significant result for both sealers. 


Conclusion: 
Apical sealing ability of AH Plus is better than tg root canal sealer in the presence and absence of smear 
layer. 


Keywords: 
Sealer, Smear layer Sealing Ability, Root Canal Sealers, Microleakage. 


INTRODUCTION 
Failure in the root canal treatment is mainly due to microleakge'. A three-dimensional seal of root 
canal system to prevent micro leakage of bacteria 











Correspondence: and their by-products is an important phase in 

Dr. Tahir Ali Khan achieving good prognosis for endodontic 

Sardar Begum Dental College treatments. A fluid tight seal for the entire root 

Contact: 0333-9132759 canal system to minimize failure rates is 

Email: tahiraliknan1972@yahoo.com mendatory’. The leakage through a filled root 
https://doi.org/10.37762/jgmds. 1-2.65 canal occurs at the between the sealer and dentin 





interface or the sealer and gutta percha interface, or through voids within the sealer. Therefore, the 
sealing quality of a root canal filling depends on the sealing ability of the sealer used°. In 
endodontics the smear layer is described as the debris produced iatrogenically by the cutting of 
dentin of the root canal walls Smear layer can be observed only with scanning electron microscope 
which is composed of two confluent elements *°. 
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A superficial thin layer of smeared material on the surface of root canal wall of 1-2 micrometer in 
thickness and a deep layer which is packed into some of the dentinal tubules extending a distance 
of up to 40 micrometer®. The presence of smear layer has received considerable attention. Some 
researchers recommend the removal of smear layer while others insist on an intact smear layer. 
According to Sharavan et al that smear-free obturated canals leaked significantly less than groups 
with intact smear layer’. Galvin et al had shown that the presence of smear layer resulted in reduced 
apical leakage as compared to those without smear layer®. Evans and Simon (1986) concluded that 
the presence or absence of smear layer has no significant effect on the apical seal®. 


Controversies still exists over the effect of smear layer on the apical sealing ability of various root 
canals sealers. Not much literature is available locally. There is no one solution for different 
situations. More Research is required for bridging the gaps in knowledge regarding the presence 
or absence of smear layers when two different sealers are compared to each other. Hence, the 
purpose of this study is to determine the effect of presence or absence of smear layers on 
microleakage when two sealers. AH Plus most widely used conventional nonbonding epoxy resin- 
based sealer of first generation containing non-acidic diurethane dimethacrylate and 
triethyleneglycol dimethacrylate'®. The other one was the most convenient sealer tg containing zinc 
oxide eugenol, were used. Hypothesis of the study was there is no difference in sealing ability of 
either sealer by the presence or removal of the smear layer. 


METHODOLOGY 

In this in vitro experimental study extracted teeth obtained from patients visiting the department 
of oral and maxillofacial surgery, Sardar Begum Dental College, Gandhara University, Peshawar, 
KPK, Pakistan. Patients were advised by oral diagnosis department for extraction and a few were 
extracting teeth by their on will due to time and other restrictions. Selections of the teeth were based 
on: 

1. Single rooted teeth 

2. The roots will have no fractures, caries and/ or open or resorbed apices 

3. All root roots will be straight or will have slight curvature (5-10 degrees) 
Teeth with pulp stones and internal resorption were excluded from the study. 
Preparation Of Specimens: This study was performed on 60 extracted human teeth which fulfilled 
the inclusion and exclusion criteria. In order to have clean surfaces, all the teeth were placed in 
2.5% NaOCl solution for 48 hours. The teeth were radio graphically investigated to ensure that they 
have single canals and that there were no calcifications. To standardize the teeth, the crowns of 
the teeth were cut at cemento-enamel junction using a diamond disk so that an average length of 
the remaining roots was approximately13-15mm. 
Cleaning And Shaping Of Specimens: All teeth were kept in normal saline solution during the 
experiment. The pulp tissue from the root was extirpated with a nerve broach. A #15 reamer (Mani, 
Japan) and rubber stop was used to determine the working length for each root. All roots were 
instrumented up to a #40 K-file, and the coronal part was flared up to #60 K-file using step back 
technique. A #10 reamer was used to ensure apical patency between each file. During 
instrumentation 5.25% NaOCl was used as irrigant for all specimens. 
Grouping Of Specimens: After completion of the instrumentation, the specimens were divided into 
Group1 (specimens with smear layer) and Group 2 (specimens with no smear layer), _ thirty 
specimens in each group. Group 1 specimens were irrigated with a final flush of 5.25% NaOCl 
solution after instrumentation to keep the smear layer intact. While the Group 2 specimens were 
irrigated with a final flush of 10ml of 17% EDTA solution and followed by 10ml of 5.25% NaOCl 
solution after instrumentation to remove the smear layer. The specimens were divided into two sub 
groups as A1 and A2 ( AH Plus sub-groups) and Bland B2 (tg sub-groups), each sub-group 
consists 15 specimens. 
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Obturation After completion of the final irrigation phase, all the specimens in sub-groups were dried 
with paper points and then were obturated with lateral condensation technique using # 40 gutta 
percha as master cone and #25 gutta percha as accessory cones. The sealers were mixed 
according to manufacturer recommendations. 

Coronal Restorations: The coronal 3 mm of the specimens in all sub-groups were sealed with Cavit 
temporary filling. 

Incubation: To ensure setting of the sealer in the experimental groups, the samples were kept in 
100% humidity with 37°C temperature for 7 days. 

Coating With Nail Polish: Each specimen was blotted dry and coated twice with nail polish except 
for the apical 2 mm which was covered with sticky wax. 

Suspension Of Specimens In Dye: The specimens were then suspended upright in airtight 
containers containing 10 ml of 2% solution of Methylene blue and were kept in an incubator at 37°C 
for one week. 

After removing the samples from the incubator, they were thoroughly washed with water and the 
nail polish and sticky wax were removed from the surfaces. 

Sectioning Of Specimens The roots were then grooved labially and lingually with a diamond disc 
with intermittent cutting under water spray without involving the root canal. Using a spatula the roots 
were separated into two parts and the gutta-percha and filling material was removed from the 
canals. 

Measurements Of Microleakage: Both the root sections of each specimen were viewed under a 
stereomicroscope with X30 magnification. Linear measurements of the most coronal extent of dye 
penetration on the canal walls were recorded in mm up to two decimals. 


The SPSS version 16 was used to analyze the collected data. Both the groups were compared 
using paired sample t test. p value of less than 0.05 was considered as significant. 


RESULTS 

Gross Examination: Leakage of the methylene blue dye was observed in all the specimens except 
two specimens (Table1). The leakage occurs mostly at the sealer-dentine interface. Some amount 
of the dye leakage was also seen at the sealer-gutta percha interface and also through the sealer. 
Leakage Values: Group 1: In A1 sub group (AH plus with smear layer) the leakage values ranged 
from 0.00 mm to 4.84mm with the mean value 2.89mm and standard deviation of 1.55mm (Table2). 
In B1 sub group (tg with smear layer) the leakage values ranged from1.10mm to 8.57mm with the 
mean value 4.02mm and standard deviation of 2.65mm (Table2). Group 2: In A2 sub group (AH 
plus without smear layer) the leakage values ranged from 0.79 mm to 3.60mm with the mean value 
2.23mm and standard deviation of 0.82mm (Table2). In B2 sub group (tg without smear layer) the 
leakage values ranged from 0.00 mm to 8.21mm with the mean value 3.28mm and standard 
deviation of 2.20mm (Table2). Mean values with and without smear layer of both sealers on the 
basis of their sealing ability provides different values (Figure1). Mean values for AH Plus with smear 
layer was much lower than tg (Figure3) with intact smear layer and when paired T-test was applied, 
it was no significant because of the value obtained 0.132 with 2 tailed significance. When T test 
was applied for AH Plus without smear layer and tg without smear layer (Figure3) it provided a 
value of 0.124 which is greater than 0.05 indicating a non significant difference when calculated 
statistically for two tailed test. When paired T test was applied for AH Plus with smear layer and 
without smear layer a mean value for both is 0.66 and two tailed significance was 0.69 which is 
greater than p value it was a non significant result (Figure2). All the tests provided greater than the 
values of p which was 0.05 so it confirmed that there is no difference when sealers were applied 
with smear layer and without smear layer. It also indicated that no sealer is able to seal completely 
and effectively when used with and without smear layer. 


Table-1. Extent of dye penetration in mm noted for leakage values of all specimens. 
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layer 

2.50 2.30 2.15 5.60 
2.50 1.10 2.89 2.86 
0.00 1.30 0.99 2.84 
0.80 2.75 2.07 8.21 
1.00 5.90 2.00 2.37 
1.40 7.30 2.34 1.71 
2.70 1.70 2.27 0.00 
2.98 2.10 1.24 1.50 
3.20 8.57 0.79 5.40 
3.50 1.35 2.10 6.66 
4.34 2.90 1.99 1.70 
4.50 6.60 2.50 2.44 
4.56 3.00 3.26 2.78 
4.64 8.05 3.60 2.24 
4.84 5.40 3.34 2.98 




















Table-2. Minimum, maximum and mean leakage values in 
mm with standard deviation. 
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Figure 1: Mean values of leakage in millimeters 
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Figure 2: Comparisons of T test with p value in a graphical order 
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Figure 3: Mean values for ah plus and tg with and without smear layer. 


DISCUSSION 

Root canal filling techniques and the obturating materials can be assessed clinically but 
such investigations require long observation periods to be meaningful. These studies are often 
difficult to complete due to dropping out of enrolled subjects. Clinical investigations are also difficult 
to standardise and the results may vary due to differences in the skills of the operators as well as 
differences in the criteria used for evaluation of the results. Therefore, various in vitro techniques 
have been introduced to evaluate the ability of different obturation techniques and obturating 
materials to obtain an adequate apical seal. In vitro techniques to evaluate obturating materials are 
based on the assessment of micro leakage along the obturated root canals (Al-Ghamidi and 
Wennberg 1994)"' including bacterial penetration (Goldman et al. 1989'*, Goldberg et al. 1985"), 
dye penetration (Evans and Simon 1986) °, isotope penetration (Matloff et al 1982)'* and scanning 
electron microscopy, electrochemical techniques (Jacobson and von fraunhofer 1976)'°, 
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flourometry (Ainley 1970)", staining technique (Hovland and Dumsha 1985)" and liquid pressure 
technique (Wu et al. 1993)'®. 


Among these techniques, dye Penetration is the method most widely used (due to its simplicity) 
to evaluate the apical seal of root canals. It is important to remember that the results of the dye 
penetration studies indicate only the relative sealing ability of root Canal fillings in Vitro, and they 
do not indicate their ability to prevent the penetration of bacteria into filled roots and in vivo. Stereo 
microscope examination of the sectioned specimens showed that leakage occurred through apical 
foramen, between the sealer and the root canal wall, between the gutta percha and sealer and also 
through the sealer. Absorption of the dye in the sealers may also represent cohesive failure in the 
body of the sealer, creating another pathway for the leakage. This study supports the findings of 
other investigations that all root canals fillings leak (Limkangwalmongkal et al. 199119, Gee et al. 
19947°). An ideal100 % hermetic seal of canals occur rarely (Osins et al. 1983)2'. The variations in 
the leakage values for the individual specimens in all groups could be attributed to any entrapement 
of air in those specimens where leakage was minimal (Goldman et al. 1989). Dye penetration in the 
presence of smear layer which provided that AH Plus was more effective in the sealing ability than 
the tg sealer is in accordance with previous studies (Al-Ghamidi and Wennberg 1994). In the 
present study, the mean leakage value of tg sealer was more than AH Plus which was affirmative 
with other studies (Gambarini and Tagger, 1996). Zinc oxide based sealers were considered as 
basic type of sealers and still used for comparative studies for new materials (Schuurs et al 1993). 
Smear layer blocks and make it difficult for a sealer to make an access and bond with the dentine. 
When the smear layer removed it is generally accepted that a better bond and sealing was 
achieved. Both the materials showed a better sealing ability without the smear layer removal which 
is affirmative with previous study??. On the basis of mean leakage values from the present study 
AH Plus was found best as compared to the tg sealer which is in accordance with other studies”. 


Promising results were also found from other study which was conducted on sealing ability of 
sealers (AH Plus and Roeko Seal) on coronal and apical area for the effects of smear layer?®. 
Results with treated smear layer are in accordance with this study where sealing was found effective 
when smear layer was removed”. As apical sealing ability was the aim of the current study so the 
crown portion of the teeth was of no value. Teeth were decoronated to facilitate for an easy access 
and manipulation to follow the methodology of previous studies?” 7°. Adhesion of sealing agents 
when compared for positive smear layer specimens and negative smear layer specimens provided 
confirmatory results when compared for adhesion to the surface of canals confirmed the results of 
present study”. Sealing ability of sealers without smear layer also provided promising results with 
this study*°. Zinc oxide based sealers were proved to be of the least effective sealing capability 
which was confirmed with other studies because these sealers have no chemical adhesion to the 
dentinal tissues which was affirmative through this study*'. Resin based sealers are of great value 
in terms of sealing ability as they act through resin tag formation with the conditioned dentine from 
where smear layer was removed Pameijer and Zamener in 2010*. The resin containing sealer 
provides maximum resistance in comparisons with zinc oxide sealer to dye penetration which 
confirms its sealing ability better than zinc oxide containing sealer. Same results were present in 
the current study. An affirmative result with the previous studies observed through this research. 


LIMITATIONS OF THE STUDY 

Large scale research needed to detect even a minor difference which is not possible through 
this short duration of time. A large sample size also needed for detection of real situation which is 
not possible in this in vitro study due to non availability of any funding agency. Results of the study 
were implicated on in vivo conditions which though practiced yet needed great considerations. 
Recommendations for in vivo studies are supported to generalize exactly the results. 
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CONCLUSION 

On the basis of this study, the apical sealing ability of AH Plus is better than tg root canal 
sealer in the presence and absence of smear layer. However, statistically there was no difference 
in the apical sealing ability among these two sealers in the presence and absence of smear layer. 


RECOMMENDATION 

Resin based sealers should be used in endodontic procedures to achieve a near hermetic 
seal. Further studies and trials especially in vivo, with different materials and methods are needed 
to evaluate clearly the role of smear layer in bonding and sealing. 
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ABSTRACT 


Objective: 
To determine the efficacy and safety of weight based insulin order for blood glucose control in type II diabetes 
mellitus 


Study Design: Descriptive case series. 


Place and Duration of Study: 
Conducted in department of medicine, Naseer Teaching Hospital, Peshawar. From 6 August 2013 to 5% 
Feb. 2014. 


Methodology: 

This descriptive study was conducted in the department of medicine NTH Peshawar between 6" august 2013 
to 5 Feb.2014. A total of 292 patients were included in study based on 5% proportion of hypoglycemia of 
weight based insulin order, 95% confidence level and 2.5% margin of error under WHO Software for sample 
size determination. Patients were started on Weight Based Insulin order from day 1%: and their blood glucose 
levels were checked every 6hr, by 48hrs of Weight Based Insulin Order efficacy (improvement in blood 
glucose level of 2 250mg/dl from baseline) and safety (absence of hypoglycemic episode) were determined. 


Results: 

A total of 292 cases were studied in a 6 month period. The mean age of patients included in study was 59.73 
+ 7.33 and there were 173(59.2%) males and 119(40.8%) females. By 48hrs of Weight Based Insulin Order 
efficacy (improvement of blood glucose level of 250mg/dl from baseline) was observed in 187(64.1%) while 
remaining 105(35.9%) were not efficacious, safety (absence of hypoglycemic episode) was observed in 
272(93.2%) while remaining 20(6.8) were unsafe (with episode of hypoglycemia). 


Conclusion: 
Weight Based Insulin Order is effective and safe in type2 DM and they should be used routinely in 
hyperglycemic patients that are hospitalized. 


Key Words: Diabetes Mellitus, Weight Based Insulin Order. 


INTRODUCTION 
Diabetes Mellitus is the commonest one of widespread disease. It is the emerging 
pandemic. A recent survey estimated that 22% of all 
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States alone, with an overall prevalence of 23.6 million people (7.8% of the population) '. Diabetes 
is a chronic illness that requires continuing medical care and ongoing patient self management 
education and support to prevent acute complications and to decrease the risk of long term 
complications?. Optimum glucose control has been the aim and dream of the 
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physician especially for the admitted patients, hyperglycemia in hospitalized patients, irrespective 
of its cause, is unequivocally associated with adverse outcomes. As uncontrolled glucose levels are 
associated with increase complications, prolong stay, more infections and increase health cost®. A 
2009 consensus statement on inpatient glycemic control management from American association 
of clinical endocrinologists and ADA calls for scheduled s/c insulin Administration with weight based 
insulin order that promotes best outcomes. It discourages both prolong use of Sliding Scale Insulin 
Order as the sole regimen and use of non insulin agents for most hospitalized patients’. 


The term “weight based insulin order (WBIO)” which refers to the insulin order in which insulin 
Dose is calculated based on patients weight i.e. 0.5 units per kg body weight half of this is given as 
long acting (NPH) at bed time as basal bolus insulin and the remaining half is divided into three to 
cover meals as short acting insulin®. Weight based insulin order is individualized for each patient, 
while in Sliding scale insulin order a patient weighting 90kg would receive the same amount of 
insulin as one who weighs 60kg, the first patient may not receive enough insulin to correct 
Hyperglycemia, while the 2" get too much insulin and suffer Hypoglycemia so weight based insulin 
order decreases length of stay at hospital, improved patients outcomes fewer hypoglycemic 
episode®. Prolonged therapy with sliding scale insulin as the sole regimen is ineffective in the 
majority of patients and potentially dangerous in those with type 1 diabetes”"°. 


According to a study weight based insulin orders achieve efficacy in (58%) of cases, and in (5%) 
of cases episodes of hypoglycemia occurred while sliding scale insulin orders achieves efficacy in 
(44%) of cases and in (6%) of cases hypoglycemic episodes occurred®. RATIONALE: Rationale of 
the study is to determine the efficacy and safety of weight based insulin order in type 2 DM. The 
rationale behind doing this study is to determine the local statistics of efficacy and safety of WBIO 
in terms of blood glucose control and hypoglycemic episodes. The results of this study will be shared 
with other local health professionals and if efficacy and safety is found to be significantly high, we 
will recommend its routine use for patients with type 2DM and even if the efficacy and safety is 
found to be low, we will recommend more research work on WBIO before giving recommendations 
for future utilizations of WBIO. 


METHODOLOGY 

Approval of hospital ethical committee was taken. All patients meeting the inclusion 
criteria(patients with type Il DM having fasting blood glucose of more than 400mg/dl) were included 
in the study through OPD and ER department and were admitted in the medical ward for further 
evaluation. Exclusion criteria was patients with type 1 DM, critically ill patients, fasting blood glucose 
less than 400mg/dl and age less than 45 years. The purpose and benefits of the study were 
explained to all patients and their relatives were assured that study is done purely for data 
publication and research purpose; they were explained about the possible risks involved and when 
agreed upon an informed written consent was taken from all patients. 


All patients were given WBIO as per plan [0.5 units/kg wt total insulin/day, ‘2 given at bedtime as 
long acting (NPH), % was split in 3 portions to be given with meals(short acting)] and were kept in 
study for 48 hours in that period blood glucose levels were checked every six hours to detect 
efficacy and safety of the WBIO. Efficacy was labeled if at 48" hours that patient’s blood glucose 
drops 250mg/dl from baseline and safety by absence of any episode of hypoglycemia by 48" hour. 
All the above mentioned information was recorded in a pre designed proforma. Strictly exclusion 
criteria was ( patients with type 1 DM, critically ill patients, fasting blood glucose less than 400mg/dl 
and age less than 45 years )followed to control confounders and bias in the study results. All the 
laboratory investigations were done by single consultant pathologist having minimum of five years 
of experience and by using standard and uniform measuring equipments in the laboratory. All the 
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data was stored and analyzed in SPSS version 10. Frequency and percentages were calculated 
for categorical variables like Gender, Hypoglycemic episodes, Efficacy and safety. Mean + S.D was 
calculated for continuous variables like age, baseline and after 48 hours blood glucose level. 
Efficacy and safety were stratified among the age, gender and baseline blood glucose level to see 
the effect modification. All the results were presented as tables and graphs 


RESULTS 

A total of 292 cases were studied. Patient with different ages were distributed in three 
groups, there were 81(28%) cases in age range of 45-55 years, while 130(44%) cases in 55-65 
years and 81(28%) cases in 65+ years(TABLE: 3). Mean and standard deviation for age calculated 
was 59.73 + 7.33. There were 173(59.2%) males and 119(40.8%) females of the total Patient with 
different baseline blood glucose level included in sample were distributed in three groups , there 
were 110(37.3%) cases in baseline blood glucose range of 400-450mgj/dl, while 84(28.8%) cases 
in 450-500mg/dl and 98(33.5%) cases in 500+ mg/dl. Mean and standard deviation for baseline 
blood glucose level calculated was 470.07 + 41.18mg/dl(TABLE: 4). Patients with different blood 
glucose after 48hours of WBIO were distributed in three groups, there were 96(25%) cases in 60- 
150mg/dl , while 96(28.7%) in 150-250mg/dl and 100(46.3%) cases in 250+ mg/dl . Mean and 
standard for blood glucose after 48hours calculated was 199.43+77.75mg/dl(TABLE: 5). 


Efficacy (improvement in blood glucose of 2 250mg/dl from baseline) was found to be in 
187(64.1%) cases while remaining 105(35.9%) were not efficacious out of total of 292 cases 
(TABLE: 6). Safety (absence of hypoglycemic episode after 48hours of WBIO) was found to be in 
270(93.2%)cases while remaining 20(6.8%) cases were unsafe, out of total of 292cases(TABLE: 
7).This efficacy and safety was stratified among age groups, gender and baseline blood glucose 
and following results were found. When efficacy was stratified for different age groups, efficacy was 
noted in 60(74%) cases in age range of 45-55years while 90(69%) in 55-65years and 37(45.7%) 
cases in 65+years(TABLE: 8).When efficacy was stratified for gender, efficacy was noted in 
104(60.1%) cases of males while 83(69.7%) of females(TABLE: 9). when efficacy was stratified for 
baseline blood sugar efficacy was noted in 88(80%) in 400-450mg/dl , while 54(64.3%) in 450- 
500mg/di and 45(45.9%) of cases in 500+mg/dl range(TABLE: 10). Safety when stratified for 
different age groups safety was noted in 78(96.3%)cases in age range of 45-55years , while 
123(94.6%)cases in 55-65years and 71(87.6%) in 65+ years(TABLE: 11). when safety was 
stratified for gender safety was noted in 165(95.4%)males , while 107(89.9%) of females(TABLE: 
12).When safety was stratified for Baseline Blood Glucose it was noted in 98(89%)cases in 400- 
450mqg/dl while 77(91.7%) cases in 450-500mg/dol and 97(98.9%)cases in 500+mg/dl(TABLE: 13) 


Table-3. Age wise distribution of samples n= 292 
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Age ranges Frequency | Percentage 
(years) 
45-55 81 28% 
55-65 130 44% 
65+ 81 28% 
Total 292 100% 
Mean Age + | 59.73 + 7.33 
SD 











20 


EFFICACY AND SAFETY OF WEIGHT BASED INSULIN ORDER FOR BLOOD GLUCOSE CONTROL OF TYPE 2 DIABETES MELLITUS 





Gender Distribution of 
sample n = 





292 


@ Male (59.2) 
m@ Female (40.8) 


FIGURE: Gender Distribution of sample n = 292 





Table-4. Baseline Blood glucose wise distribution of sample n=292 





























Baseline Blood Glucose Frequency Percentage 
In (mg/dl) 
400-450 110 37.7% 
450-500 84 28.8% 
500+ 98 33.5% 
Total 292 100% 
Mean + SD of Baseline blood glucose | 470 + 41.18 








Table-5. Blood Glucose after 48hours wise distribution of 





























Blood Glucose after 48hours in (mg/dl) | Frequency Percentage 
60-150 96 25% 

150-250 96 28.7% 

250+ 100 46.3% 

Total 292 100% 

Mean + SD of Blood Glucose after 199.43 + 77.75 
48hours 








Table-6. Efficacies 





Table-7. Safety 
























































Efficacy | Frequency | Percentage Safety | Frequency | Percentage 
Yes 187 64.1% Yes 272 93.2% 
No 105 35.9% No 20 6.8% 
Table-8. Efficacy Vs Age Groups 
Efficacy | Age group 1 | Group 2 Group 3 Total 
45-55years 55-65years | 65+years 
Yes 60(74%) 90(69%) 37(45.7%) | 187(64.1%) 
No 21(26%) 40(31%) 43(53%) 105(35.9%) 
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Table-9. Efficacy Vs Gender 























Efficacy | Males Females Total 
Yes 104(60.1%) | 83(69.7%) | 187(64.1%) 
No 69(39.9%) | 36(30.3%) | 105(35.9%) 








Table-10. Efficacy Vs Baseline Blood Glucose 


































































































Efficacy | Group1 Group2 Group3 Total 
400-450mg/dl | 450-500mg/dl | 500+mg/di 
Yes 88(80%) 54(64.3%) 45(45.9%) 187(64.1%) 
No 22(20%) 30(35.7%) 53(54.1%) 105(35.9%) 
Table-11. Safety Vs Age Groups 
Safety | Group1 Group2 Group3 Total 
45-55 years 55-65 years 65+years 
Yes 78(96.3%) 123(94.6%) 71(87.6%) | 272(93.2%) 
No 3(3.7%) 7(5.4%) 10(12.4%) | 20(6.8%) 
Table-12. Safety Vs Genter 
Safety | Male Female Total 
Yes 165(95.4%) | 107(89.9%) | 272(93.2%) 
No 8(4.6%) 12(10.1%) 20(6.8%) 
Table-13. Safety Vs Baseline Blood Glucose 
Safety Group1 Group2 Group3 Total 
400-450mg/dl 450-500mg/d!_ | 500+mg/dl 
Yes 98(89%) 77(91.7%) 97(98.9%) | 272(93.2%) 
No 12(11%) 7(8.3%) 1(1.02%) 20(6.8%) 























DISSCUSSION 

To date no clear evidence exists to determin optimal glycemic targets in non-critically ill 
patients. However experts agree that better glycemic control in hospitalized patients is warrented"’: 
12. There is increasing evidence demonstrating negative consequences and poor clinical outcomes 
associated with untreated hyperglycemia in hospitalized patients hyperglycemia has been 
correlated to a number of negative outcomes at cellular level including immune suppression, 
endothelial dysfunction, increase oxidative stress and thrombosis‘*. Insulin is agent of choice for 
easy titration and rapid achievement of glycemic control is hospitalized patients'* among the many 
insulin management systems that have been developed none has been as widely used as sliding 
scale, despite its acceptance by physicious throughout the world, however there is little eveidence 
of sliding scale efficacy’*'®. A number of studies have focused on potential problems associated 
with sliding scale primarily related to the” roller coaster” blood glucose levels that often result. It is 
concluded that fluctuating blood glucose levels are more harmful physiologically that levels that are 
continuously elevated even when elevations are mild"’. 


The American diabetes association “ADA” which publishes standards of care for diabetes 
annually in its diabetes care journal has discouraged sliding scale insulin. A 2009 consensus 
statement on inpatient glycemic control management calls for scheduled weight based insulin 
orders, an approach that promotes best outcomes, it discourages both prolong use of SSI as sole. 
Regimen and use of non insulin agents for most hospitalized patients'®. In my study that included 
292 patients efficacy (improvement in blood glucose level of 2250mg/dl from base line) was seen 
in 187(64.1%) of cases while hypoglycemic episodes were noted in 20(6.8%) of cases. It definitely 
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highlights the efficacy of WBIO that is already a published fact. While hypoglycemic episodes that 
are definitely a concern in case of WBIO though in published data no significant difference in 
hypoglycemic episodes is noted in those on SSI or WBIO’’. 


Similar results are demonstrated by a study published in diabetes care of ADA IN 2005, a total of 
88 patients were assigned WBIO. It was observed that WBIO were efficacious in (65.1%) of cases. 
In this study blood glucose < 60mg/dl was observed in (3.6%) of cases in patients WBIO?°. Here 
we can see the difference in terms of hypoglycemic episodes in my study and that quoted and this 
is probably related to two factors 1% study quoted used reference value for hypoglycemic < 60mg/dl 
while | have used < 70mg/dl 2" my exclusion criteria did not include patient with renal impairment 
that results in hypoglycemic episode in significant number of cases. 


In another study published in journal of pharmacy practice “Oct 2009 130 patients were randomly 
assigned to SSIO and WBIO with similar baseline characteristics WBIO showed efficacy in 66% of 
cases while SSIO in 38% of cases and there was no significant difference in terms of 
hypoglycemia?". In study published in journal of king Edward Medical University Lahore efficacy of 
Weight based insulin order was found to be (58%) and hypoglycemic episodes occurred in (5%) of 
cases**. There were some limitations in my study in terms of exclusion criteria that should have 
included patients with renal impairment, patients on medications that can affect glycemic control 
e.g. corticosteroids and systemic illnesses and above all dietary factors so that efficacy / safety 
would be determind with more confidence and generalization factors would be satisfied.| 
recommend more studies on weight based insulin order with head on comparision with sliding scale 
with similar characteristics of patients,so that efficacy and safety of weight based insulin order could 
be appreciated with more confidence. | must say that fundamental principle to achieve glycemic 
control we should avoid “one size fits all” mentality, no evidence exists to support use of SSI for 
effective glycemic control the rabbit 2 trial clearly provides evidence in support of WBIO to more 
effectively achieve glycemic control?* 


CONCLUSION 

| conclude that WBIO are more effective and safe for glycemic control in patients of type 2 
DM who are hospitalized. Their action mimics the physiological action of body to control blood 
glucose level. They are easy to use and just need to measure patients weight on admission. They 
should be used routinely for hyperglycemia in hospitalized patients as evidences support their 
use. 
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ABSTRACT 


Objectives: 
To determine the level of knowledge& practice regarding extended program of immunization (EPI) in Pakistan 
among medical students. 


Design: 
A questionnaire based survey done amongst the students of a medical college of Peshawar. 


Methodology: 

A questionnaire was developed in the line with study objectives and circulated among students of third, fourth 
and final year of a medical college of Peshawar .Fifty students were selected from each class randomly. They 
were provided the assurance regarding the confidentiality of their response. 


Results: 

Total of 150 students was interviewed .All students were in age group 20-25 yrs. Males were 42.6% and 
female were 57.4%. Good knowledge was observed in 27.3% of students, average knowledge was observed 
in 56.6% while 16% had poor level of knowledge. Regarding practice 78% used to recommend immunization 
to other while 22% did not give any advice regarding immunization to anyone .Most of the students having 
good knowledge were from final year class (16%). 


Conclusion: 
Efforts towards ensuring adequate exposure to immunization education during training years are need to 
eliminate one of the barriers to adequate immunization in children. 


Key words: 
Extended Program of Immunization, Immunization, Medical Students. 


INTRODUCTION 

Immunization is one of the most cost effective health interventions of 20th century.EPI 
began in Pakistan in 1976 on pilot scale by WHO and UNICEF ‘ and was expanded countrywide 
by 1978. Initially started with six antigens, the program added two new antigens, hepatitis B in 2002 
and Hib meningitis and pneumonia in 2008 2. The goal of this program is to prevent mortality, 
morbidity and disability due to vaccine preventable diseases (VPDs) and to contribute the 
strengthening of national health system. EPI 
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groups are children up to 1 year age for routine 
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immunization, 5 years for polio eradication, 9 
months to 13 years for measles elimination and child bearing women for tetanus. It annually target 
around 5.8 million children below 1 yr and 5.9 million pregnant women. EPI is the most exclusive 
provider of immunization service in Pakistan; whereas private sector provides only 3% of 
immunization‘. 
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It delivers immunization services through fixed centers and outreach and mobile vaccinations 
sessions annually. Immunization coverage in Pakistan needs improvement .The estimated 
coverage for fully vaccinated children is 56% to 88% in Pakistan with variations between different 
provinces’: The reasons for inadequate immunization are several. The issue of vaccine 
Procurement, its storage, transport and administration are already known to contribute to 
inefficiency of immunization program. Carelessness on either parents or physician part , attitude of 
the physician, lack of identification of target age groups, social problems, lack of parents’ knowledge 
about immunization, maternal illiteracy, vaccine cost, low socioeconomic status and refusal due to 
child sickness are other contributing factors to low immunization coverage®: Research has indicated 
that despite being the most trusted source of health information, medical students, resident and 
other health related professionals lack accurate and current knowledge regarding immunization 
practice. Health care personnel should be familiar with the most recent immunization 
recommendations’: Keeping all this background it was decided to conduct a pilot study amongst 
medical students to know their awareness regarding immunization. The ultimate goal would be to 
improve immunization coverage through education of our communities in area found deficient. 


METHODOLOGY 

This was a descriptive cross-sectional study .lt was conducted among students of a medical 
college during the month of January 2013 .One fifty students were selected randomly from third 
fourth and final year .They were provided questionnaire to answer. The students were provided the 
assurance regarding the confidentiality of their response The questionnaire consisted of 10 
questions for knowledge ,one question for practice .knowledge was labeled as good(>8 correct 
answers),average (4-7 correct answers)and bad(<3correct answer).Practice was labeled as 
recommending immunization to others and not recommended. 
Exclusion Criteria: Students who have attended any workshop on immunization were not included 
for the interview. Data was collected and analyzed. 


RESULTS 
A total of 150 students were interviewed .fifty students were selected randomly from third , 
fourth and final year. 























Table-1. Age & Gender Wise Table-2. Level of Knowledge 
Distribution of Study among Medical Students 
Age 20-25 150(100%) Poor 24 16% 
Gender | Male Female Average 85 56.6% 
Total | 66(44%) | 84(56%) Good 41__ | 27.3% 
Total 150 99.9% 
































Table-3. Level of Practice among Medical Students 





Recommended | 117 | 78% 


Not 
recommended 33 2a 


Total 150 | 100% 
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Year Poor Average Good Total 
Third yr 20(13%) 28(18.6%) 02(1.3) 50 
Fourth yr 04(2.6%) 31(20.6%) 15(10%) 50 
Final yr 00(0%) 26(17.3%) 24(16%) 50 
Total 24(15.6%) 85(56.5%) 41(27.3%) 150 








Table-5. Professional Year Wise Stratification of Practice 





























Year Third yr Fourth yr Final yr Total 
Recommended | 36(24%) |  42(28%) 39(26%) 417 
Net 14(9.3%) | 08(5.3% 41(7.3% 33 

recommended (9.3%) (5.3%) (7.3%) 

Total 50(33.3%) 50(33.3%) 50(33.3%) 150 








Table-6. Genderwise Stratification of Knowledge 

















Knowledge Male Female 
Poor 16(10.6%) 08(5.3) 
Average 40(26.6%) 55(36.6%) 
Good 18(12%) 23(15.3%) 
Total 64(42.6%) 86(57.3%) 
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DISCUSSION 

Pakistan has highest death rates among children in the world. Death rates under five years 
are 87/1000 live births .Target for (MDGs) 2015 is to reduce under 5 deaths to 52/1000 live births. 
About a third of these child deaths are due to vaccine preventable diseases .Prevention programs 
particularly immunization are critical to reduce the morbidity and mortality caused by these 
communicable diseases. Immunization coverage surveys suggest that 1 in every 5 children is not 
immunized in Pakistan and in many rural areas 2 of 3 children are not immunized® The results of 
the our study give insight into the knowledge and practice of immunization among medical students 
.83.3% students were aware of that EPI program exists in Pakistan .while 70.6% knew that this 
program is free of cost .68.6% knew that optimum temp for cold chain is 2-8 celsisus.78.6% failed 
to give the exact names of VPD which are included in EPI program. Only 53.3% student personally 
visited the EPI centers in any hospital. Level of knowledge rises with higher professional level in 
our study and likewise recommendations. In our study 94%students knew that vaccination is best 
way to prevent communicable disease similar to a study done amongst the students of rural dental 
college in India where 94% students were in believed that hepatitis B infection is preventable by 
vaccination.? In our study 56.6% of students have average level of knowledge regarding 
immunization and 16% have poor level .While in a study conducted in UPR school of medicine the 
participant showed poor knowledge about indications(62%correct answer, 
contraindications(46%correct answer) and myths(71% correct answer) about immunization.® In 
Saudi Arabia more than 90% of school aged children are completely immunized and VPD has 
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decreased more than 90 % from the peak level. The reason for this achievement beside tight 
legislation and public health education include a high level of knowledge and appropriate standards 
of immunization practice among health care providers"’. A KAP study conducted study among 100 
qualified MBBS doctors practicing in Karachi showed that only 25% general practioners had 
adequate knowledge about pre exposure TT immunization’*According to a study done among 
undergraduate female medical students in Bangladesh 71%students started TT vaccination but 
only 11.36% completed the five doses (1). 


CONCLUSION 

Adequate knowledge and exposure should be given to the medical students during their 
years of training so that they can utilize preventive tool effectively during their forth coming years of 
practice. 
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ABSTRACT 


Background and Objective: 
The aim of this study was to investigate the relative frequency of odontogenic cysts in two local dental college 
hospitals. 


Methodology: 
In this study 90 cysts from both jaws, treated at Khyber College of Dentistry and Sardar Begum Dental College 
from March 2008 to March 2013 were analyzed in order to evaluate the incidence of these cysts. 


Results: 

Case history of 52 males and 38 females were analyzed. The age of patients varied from 07 to 70 years, with 
a mean age of 26.4413.89. In this 5-year study of odontogenic cysts, 48 were radicular cysts, 22 were 
odontogenic keratocysts and 20 were dentigerous cysts. Out of these 46 cysts were present in the maxilla 
and 44 in the mandible. In the maxilla 46.7Y%were present in the anterior maxilla and 4.4% in the posterior 
maxilla. In the mandible 35.6% were present in the posterior mandible and 13.3% in the anterior mandible. 


Conclusion: 

From the findings of this study we conclude that odontogenic cysts were mostly inflammatory in nature i.e. 
the radicular cysts and was followed by odontogenic keratocysts. Majority of the cysts were located in the 
anterior maxilla and posterior mandible regions. The male predilection was higher as compared to females. 


Keywords: Odentogenic Cysts, Jaw Lesions, Demographic Study. 


INTRODUCTION 

A cyst is an epithelial lined pathological cavity having fluid, semi-fluid or gaseous contents and 
which is not created by the accumulation of pus(1-3).Cysts of the jaws are more common than any 
other cysts of the body(4).Cysts of the head and neck region are basically divided into Odontogenic, 
Non-odontogenic, Pseudocysts and neck cysts. Pseudo cysts lack an epithelial lining. Most cysts 
of the jaws with rare exceptions are epithelial lined 
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cysts of the maxillo-facial region. The frequency of 
common odontogenic cysts in two large scale 
studies on European and United kingdom 
populations are 13.8% and 12.8% respectively(5,7).Odontogenic cysts are sub-classified as 
developmental and inflammatory origin cysts(6).Rests of Mallassez, Reduced enamel Epithelium 
and Dental Lamina Rests or Glands of Serres are epithelial residues responsible for odontogenic 
cysts(8) Preoperative diagnosis of Odontogenic cysts (OC) improves the treatment outcome in 
formulating an appropriate treatment plan and adequately counselling the patients. Odontogenic 
cysts (OC) represent a major part of lesions of concern to oral health; very few studies have been 
done in our region to determine the types, frequency, distribution, and demographic characteristics 
of odontogenic cysts. Hence evaluation of characteristics of OC is vital in primary diagnosis and 
prompt treatment of the lesion. 
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The profession (dental and maxillofacial surgeons) mostly encounter with problems in choosing 
the appropriate treatment for odontogenic cysts. A detailed study of the x-ray and histopathology of 
the lesions make it possible to give an insight into the pattern and destructive process of the 
odontogenic cysts, in order to select the most suitable treatment. The aim of this study was to 
analyze the demographics of cysts by reviewing the specific features of their radiographs and 
histopathology. 


METHODOLOGY 

In this descriptive study we analyzed 90 odontogenic cysts from patients treated at the 
departments of Oral and Maxillofacial Surgery between 2008 and 2013 of two dental hospitals i.e, 
Khyber Dental College and Sardar Begum Dental College Peshawar. Data was obtained from case 
reports, imaging and histopathology reports. In every case information about the patient’s age, 
gender, site and histopathological diagnosis of the patient was obtained. The ethical consent was 
obtained from both the institutes. A Universal sampling technique was used where all patients who 
fulfilled the inclusion criteria were included in the study. All diagnosed cases of odonotogenic cysts, 
that fit the histological classification of the World Health Organization (2005) were included. Patients 
with incomplete information, cysts showing tumour formation and non-odontogenic cysts were 
excluded. All the data was recorded on a structured checklist. Nominal variables like gender and 
site were presented as frequencies and percentages. Age was taken as a continuous variable. For 
data analysis Statistical package for Social Sciences (SPSS Version 20) was used. 


After retrieving the radiological records, their tissue blocks were obtained from City Medical 
laboratory Peshawar. Ninety, formalin fixed and paraffin embedded tissue blocks were stored in 
City Medical Laboratory Peshawar during our data collection period January to March 2013. The 
samples were stained with routine eosin and haematoxylin stains, fixed in formalin and embedded 
in paraffin wax. Haematoxylin and eosin stained glass slides thus obtained were reviewed and the 
diagnosis was confirmed by two consultant histopathologists.The site of involvement in each jaw 
was subclassified into two main areas as follows:anterior from central incisor to 2"? premolar while 
posterior from 1° molar to 3 molar. 


RESULTS 

In our study 52 were males and 38 were females, being in a percentage of 57.8% and 42.2% 
respectively. Majority of them (40.0%) were from 21 to 30 years of age group followed by 33% in 
11 to 20 years. The patient aged more than 30 years accounted for 22.1% of the total number, while 
those aged <4 years of age accounted for the smallest proportion (4.4%), as shown in fig.1 


Female 38(42.2 %) 





Males 52(57.8%) 





Fig-1:Distribution of Odontogenic cysts according to sex 
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Fig-2: Odontogenic cysts according to age 
In figure.1 


Among the cysts the most prevalent in our study were found to be radicular cysts 48(53.3%), 
followed by odontogenic keratocysts 22(24.4%) and then finally dentigerous cysts 20(22.2%). 
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Fig-3: The most prevalent Cysts 


The common areas involved are shown in table; radiographs of the odontogenic cysts indicate that 
majority 42 (46.7%) of them were present in the anterior maxilla, while second common affected 
site was posterior mandible 32(35.6%). Posterior maxilla was the least affected area, only observed 
in 4.4%, while anterior mandible’s involvement was found among 12(13.3%) of the subjects (see 
table 3). 
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Different jaw locations according to Odontogenic cyst: 









































Type of cyst | Frequency Maxilla Mandible 
% Anterior Posterior Anterior | Posterior 
Radicular 53.3% 66.66% 0% 20.85% 12.5% 
Keratocyst 24.4% 27.27% 18.18% 9.09% 45.45% 
y 
Dentigerous 22.2% 20.0% 0% 10% 10% 
DISCUSSION 


Most of the cysts are not completely diagnosed by radiographic features; therefore, their 
diagnosis should be based on the careful examination of clinical, radiographic, and 
histopathological features ”:°. Out of 90 of diagnosed cases were 52% were male and 38% females 
enrolled in our study. This is in accordance with a study conducted on a Nigerian population where 
65.2% cysts were present in males 34.8% were present in females'®. In another study conducted 
in Iran 57.2% and 42.8% cysts were present in males and females respectively’. The greater 
frequency of odontogenic cyst among males in some areas is possibly explained by the fact that 
men usually are not very meticulous or aware in their oral health practices and are more prone to 
lesions as compared to females; hence these factors may lead to cyst formation. This observation 
coincides with results in various other studies ” '?:''4, Also males may be more prone to receiving 
trauma to the jaws making them more susceptible to cyst development. This is the same reason 
given by a study in Brazil '* . Females have less opportunity to avail the health services 
independently in this region. Hence high costs, immobility of women, restricted decision making 
and limited information could be major obstacles in seeking appropriate health care, leading to the 
difference in the ratio of male and female in our study. This has also been reported as the reason 
for more frequent female involvement in some areas of the world '® 1” 18. According to our study 
radicular cysts and dentigerous cyst were more frequent among males than females. However, the 
keratocysts were slightly more frequent in females then males. Taylor et al conducted a study of 
the Mexican population, with similar results '? . However a study conducted in Brazil reported female 
dominancy in radicular cysts (3), while another study from Chile also reports that radicular cysts are 
common in females’? . Developmental cysts i.e dentigerous cysts and odontogenic keratocysts in 
our study occur mostly in the first two decades of life ata mean age of 26.34(plus minus sign) 13.84 
which are in accordance with a study by Manor et al 2°. This differs slightly from a study on the 
oriental population where the mean age for developmental cysts is 30.2 years *'. Radicular cysts in 
our study fall mostly in the 21-30 year age group and above and are not present in the deciduous 
dentition, This result is in accordance with study by a Koeseoglu'? andSharifian et al ’, where 
radicular cysts are seen mostly at an average age of 28.3 years. 


After thorough histopathological evaluation of tissue slides, only three common odontogenic cysts 
radicular cyst, keratocyst and dentigerous cyst were found. Radicular cysts were the most common 
followed by odontogenic keratocysts and finally dentigerous cysts. This differs from a study on the 
Iranian population where radicular cysts were the most common, followed by dentigerous and lastly 
Odontogenic Keratocysts'’. Taking odontogenic cysts in general 42 (46.7%) of odontogenic cysts 
were present in the anterior maxilla while second most commonly affected site was posterior 
mandible with 32 (35.6%) cases present there. Posterior maxilla was the least affected area. It is 
similar to the UK (7) and Jordanian population (14). This finding is also supported by Ochsenius et 
al'? Prockt AP, Schebela CR, Maito FD, et al '® , Bataineh AB, Rawashdeh MA, Al Qudah MA“ and 
Varinauskas V, Gervickas A, Kavoliuniene O 7? . But according to the Meningaud JP, Oprean N, 
Pitak-Arnnop P, Bertrand JC study comducted in a French teaching hospital mandible was the most 
common region”? Avelar et al** study also shown that mandible was common affected site among 
their study population. Anterior maxilla is the most common affected site because of esthetic factors, 
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as the client may wish to preserve their anterior teeth without adequate restorative endodontic 
treatment and come to the hospitals for that reason. 


Going into further details of the location of various cysts anterior maxilla accounted for 
32(66.66%), posterior maxilla (0%), anterior mandible 10(20.85%) and posterior mandible for 
6(12.5%) of radicular cysts. The distribution of odontogenic keratocysts was anterior maxilla 
6(27.27%), posterior maxilla 4(18.18%), anterior mandible 2(9.09%) and posterior mandible10 
(45.45%).As for dentigerous cysts in our study in the previously mentioned sequence of sites is 
4(20.0%), 0(0%),2(10%) and 14(70%). These sites are quite in contrast to a study on the Libyan 
population® where in the anterior maxilla, posterior maxilla, anterior mandible and posterior 
mandible radicular cysts were in percentages of 48.64%, 15.31%, 15.76% and 20.27% respectively. 
Odontogenic keratocysts were also present in percentages of 10.86%, 28.26%, 4.34% and 
56.52%.Dentigerous cysts were present in the same sites in percentages of 34.69%, 
24.08% ,20.40% and 40.81% respectively. 
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ABSTRACT 


Objective: 
This study was designed to know frequency of different bacteria causing urinary tract infection in children in 
our region. 


Study design: case series 


Place and duration of study: 
This study was performed in Pediatric department of Naseer Teaching Hospital Kabir Medical College 
Peshawar, from august 2011 to January 2014. 


Methodology: 

A total of 550 sample of urine were sent for culture and sensitivity, of which 100 cases were found positive 
for bacterial growth. Urine samples have been collected with care from preventing from contamination by 
different techniques like mid stream urine collection, suprapubic aspirate and catheterization in few cases. 
Bacterial growth of 10° or more were consider positive growth. 


Results: 

our results showed that E-coli was the most common bacteria causing UTI in 66% of cases, followed by 
klebsheila (14%), proteus(12%) and staphaureus(5%).Pseudomonas, Enterobacter and entrococcus were 
present in 1% cases each. Uti was common in females (58%) than male (42%). 


Conclusion: 

UTI is common problem in all age groups of children-coli are the most common pathogen causing UTI. 
Females are having more common this problem than male, while in infancy males are more prone to UTI as 
compare to female. 


Key words: Bacteria, urinary tract infection, children. 


INTRODUCTION 

Urinary tract infections (UTIs) are among the most common bacterial infectious diseases 
encountered in medical clinical practice and account for significant morbidity and high medical 
costs. A urinary tract infection (UTI) is a bacterial 
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symptoms, the condition is known as asymptomatic bacteriuria’. The incidence of UTI in girls is 
estimated to be 3% and in boys around 1%7. Up to 7% of girls and 2% of boys will have a culture- 
proven symptomatic UTI by age 6 years?. 
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In young children, the only symptom of a urinary tract infection (UTI) may be a fever. Because of 
the lack of more obvious symptoms, when females under the age of two or uncircumcised males 
less than a year exhibit a fever, a culture of the urine is recommended by many medical 
associations. Infants may feed poorly, vomit, sleep more, or show signs of jaundice. In older 
children, new onset urinary incontinence may occur’. The most common causative agents of UTI 
are E.coli, Klebsiella, Pseudomonas, other Gram negative enteric bacilli (such as Proteus) and 
other agents such as group B streptococci, staphylococci, Candida albicans and microorganisms 
belonging to flora of vagina and periurethral region®. Escherichia coli is the most prevalent causative 
organism of UTI and is solely responsible for more than 80% of these infections. An accurate and 
prompt diagnosis of UTI is important in shortening the disease course and for preventing the ascent 
of the infection to the upper urinary tract and renal failure®. Over the last decade there has been a 
substantial increase in resistance of uropathogens to antibiotics. Resistance rates among S. aureus 
strains are increasing, and a major part of this species has become resistant to B-lactamase 
resistant penicillins’. 


METHOLOGY 

This study was carried out at department of pediatrics Naseer teaching hospital, Kabir 
medical college Peshawar from august 2011 to December 2014.Patients included in this study were 
both from ward and out department patients (OPD) unit. A total of 100 patients were included in the 
study. All cases were from neonatal age to 13yrs. All children were divided into 3 groups. Group 1 
include cases from age 0 to 1year,group 2 from age 1 to 3 year, and group 3 from age3 to 13 year. 
All data was recorded on a predesigned proforma including detail history, clinical examination and 
investigations. All cases including in study were having UTI confirmed with urine culture. Urine 
samples were collected by different methods like mid strem urine sampling, suprapubic aspiration 
and catheterization. Urine sample were send for culture sensitivity to microbiology section of Naseer 
Teaching Hospital. All culture positive cases were included in the study. The study had necessary 
approval from the Institutional Ethical Committee and informed consent was taken from the 
parents/guardian of the subjects. The data was transferred and analyzed using statistical package 
for social sciences (SPSS) version 10.The results were presented in the form of percentages; chi- 
square test was applied for comparison of proportions with significance of p- value less than 0.05. 


RESULTS 

A total of 100 cases of urine culture positive cases of UTI were selected for this study. Our 
results have shown that E- coli was the most common bacteria isolated in 66% of cases. Klebsheila 
was the second most common bacteria isolated in 14% of cases, followed by Poteus and Staph 
aureus in 12% and 5% of cases respectively. Pseudomonas, Enterobacter, and Enterococcus were 
isolated in 1% of cases each. UTI was found more common in females (58%) than males (42%). 
Although in infants UTI was more in males as compared to female (figure). 


Table-1. Frequency of causative bacteria in UTI 





























Causative bacteria Percentage 
E-coli 66% 
Klebsheila 14% 
Proteus 12% 

Staph aureus 5% 
Pseudomonas 1% 
Enterococcus 1% 
Enterobacter 1% 











Table-2. sex distribution 
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Female | 58% 
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Figure-1: different age groups and sex distribution. 


DISCUSSION 

Microbial infection of the urinary tract is one of the most common infectious diseases 
worldwide. In this study, of 550 patients from who urine samples were taken, only 18.2% had a 
positive urine culture growth of bacteria. This is possibly because UTI symptoms are not a reliable 
indicator of infection and in children younger than 2 years of age are non-specific. 
Although the prevalence of pathogens in different parts of the world is somewhat similar, 
antimicrobial resistance patterns reported from different regions are significantly different and 
antimicrobial resistance is increasing. The results of our study show that among the heterogeneous 
causative organisms of UTI,Gram negative bacteria are the predominant pathogens, followed by 
Gram-positive cocci. These findings are consistent with reports published from other countries °.E- 
coli was the most common bacteria isolated in 66% of cases in this study, which is consistant with 
many studies. Farajnia et al concluded that E-coli is isolated in 74% of cases followed by klebsheila 
in 11% of cases, near similar to our results °. Klebsheila was isolated in 14 % of cases in our study 
which was second most common bacteria after E-coli as in Farajnia et al. 


Proteus was third most commonly isolated bacteria in 12% of cases in our study. Kang YD et al 
results showed that proteus is 3 most common bacteria isolated in 2.1% of cases followed by E- 
coli and klebsheila as in our case *°. Although frequency of proteus is more in our study as compare 
to Kang YD et al, which may be due to geographical distribution of microorganisms. Staph aureus 
has been isolated in 5 % of cases which is near similar to results of Farajnia et al, isolated in 6% of 
cases. Pseudomonas enterobacter and enterococcus were isolated in 1% of cases each. 
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